Tribalism in America and our polarized body politic has, sadly, become part of our daily digest. Is it possible that place-based discrimination will be shown to be an even more powerful impediment to our collective well-being than other formidable health influencers like race or income? If so, how would such a social diagnosis inform strategic planning in health promotion? Waddell and Reed wrote about "possible causal pathways" that show the interaction effects, both positive and negative, between work, health, and well-being. That businesses have focused on individual choices, rather than social influences, is not merely a philosophical leaning of the private sector. Individualism has dominated collectivism in the health care, health research, and health promotion sectors as well. Of the $36 billion approved this year to fund the National Institutes of Health, most will go to biomedical research and a paltry $11 million will be allocated to worksite health promotion. Similarly, in spite of the training of public health professionals about the primacy of social determinants as a predictor of well-being, health education and behavior research over the past 2 decades has overwhelmingly focused on individual interventions and interpersonal characteristics. A new federal survey of worksite health promotion in America shows modest growth in the past decade in the number of companies sponsoring comprehensive approaches to worksite health promotion. However, of the 5 elements constituting a comprehensive approach, the greatest gain in the past two decades has been the increase in companies offering a supportive social and physical environment. This editorial argues that we must think more deliberately about the causal chain that links neighborly social support and collective well-being if we are ever to solve for related issues like obesity, mental illness, and addiction.
I'm white. I grew up in an all-white neighborhood, and my first move was to another all-white community where I did my undergraduate studies at a virtually all-white college. One of the hallmarks of white privilege is the likelihood that you don't need to think much about equity and acceptance issues unless you care to. That's particularly the case when you are part of an "in group" where belongingness counters loneliness for most. In most places I've lived, diversity amounts to whether you are a Catholic, a Lutheran, or during your college years, an annoying theological tourist. Economic class was more likely than ethnicity or sexual preferences to be the issue that determined status, and in my neighborhood if your house had more than a one car garage, you were upper crust. What good comes from such homogeneity? Probably not much. But when it comes to achieving well-being, growing up with sameness is, at least, unlikely to be drag on your self-esteem. When everyone is in the "in group," fashioning the life you want relates more to what you do and less to where you came from. Can the same be said about living with diversity and being in the "out group"?
This editorial argues for a broader role for health promotion professionals in assessing the health and well-being impact of geographical differences. How poised are we as a profession for developing intervention and policy approaches that are sensitive to where people live and where they came from? I'm discussing, in part, the new bromide that your zip code may have more to do with your health than your genetic code. In most constructions of this idea, your zip code serves as a proxy for all of the social determinants of health such as income, race, education, and access to healthy foods or health-care resources. But some suggest that your neighborhood experience itself has an inordinate influence on your health and may serve to partly or wholly mitigate those other social determinants.
1 Discrimination is not omnipresent, at least not the overt tribal form where one group wants advantage over the other group. How does growing up with modest means in a homogenous neighborhood affect achieving well-being compared to growing up well off, but as an "out group" in a diverse neighborhood? And if place-based discrimination were shown to be even more powerful than other formidable health influencers such as race or income, how would such a social diagnosis inform strategic planning in health promotion? planners. Weaving together social determinants and individual choices relating to health has been a seamless part of the public health fabric for decades. Public health thinkers resonate with the idea that the choices we make are bound to the choices we have. Being late to the party notwithstanding, health-care sector workers, given their position in our total economy, could play an outsized role in addressing issues such as the physical environments from which their patients come or the social support networks to which their patients will return. Health systems like Kaiser, United Healthcare, and Intermountain Health are looking at zip codes, food deserts, and housing and committing tens of millions of dollars in coming years to address these health influencers. 2 It is the start of a sea change that would swell if the Centers for Medicare and Medicaid Services were to follow through on their idea that housing and healthy food could be reimbursed by hospitals. 3 Greater still, though, is the opportunity that resides in the private sector which, even more surprising than the tardiness of the health-care sector, seems to be showing an interest in being fashionably late. That is, more and more companies are arriving with an enticing bouquet of unpretentious corporate citizenship. The opportunity the private sector represents will be greatest if we get the framing correct for why companies, especially those without a health-specific mission, could be the life of the public health party.
What may maƩer more than your ethnicity, religion, class or sexual orientaƟon is whether you're living your life alongside others who see you as part of an "in group" or an "out group."
Business people generally, and those inclined to pitch in on community issues specifically, are leaders who value work and will be drawn to solving for social problems in a way that also bolsters their workforces. Although the Trump Administration certainly does not reflect the philosophy of all business people, it is fair to anticipate that a business-friendly administration will continue to push for expanding work requirements associated with public programs and, at the same time, has and will continue to reduce funding for prevention and public health. 4 It is a governing philosophy based on a morality that says we all have choices regardless of our circumstances. Corporate America exults in free will and says, "Let's look forward not back; it's time to make something new and binge out. Let's get this party started!" Social determinism is more like turning up the lights before the party gets going and saying, "Hey, let's all clean carpet stains from last year's party before we start the music!" Trace the etymology of the word determinism and you learn about astronomers and physicists who studied how changing one thing precisely caused a change in another thing. Free will is not in such equations. To wit, business people have not been occupationally disposed to fret that low-wage workers are simply products of their environments so are less capable of good health or performance. But if we frame select determinants, such as psychological safety, and show how they directly affect business success, then we can let the fretting begin.
My concerns about the framing of the social determinants party notwithstanding, private companies are nothing if not pragmatic. In the nascent stages of the worksite health promotion movement, the business case for investing in employee health was a one-way street where reducing individual health risks was a sensible step toward containing health-care costs. The contemporary business case, however, is increasingly reflective of the prescient "causal pathways" model that Wadell and Reed proposed over a decade ago where work, health, and well-being each positively or negatively interacted with the other. 5 It is a paradigm suggesting that both work and health can positively or negatively affect each other and wellbeing. Simply look at the health effects of unemployment or underemployment to ratify this view. As shown by the long awaited repeat of a federally sponsored survey of workplace health in America, employers are opening up to the realization that the work and the workplace may well predict health and well-being. This new survey, led by Laura Linnan and published in this issue of this journal, shows modest growth in the past decade in the number of companies sponsoring comprehensive approaches to worksite health promotion (from 7% in 2004 to 17% in 2017). However, of the 5 elements constituting a comprehensive approach, the greatest gain between 2004 and 2017 is the 93% increase in those offering a "supportive social and physical environment" (56%, up from 29%). 6 The health-care sector, with its epidemic of healthcare provider burnout, seems particularly sensitive of late to the bidirectionality of the work and health relationship. What's more, recent years have seen a groundswell of interest in a movement from "wellness to well-being" with an appreciation among employers and patient-centered care-oriented health systems that health is an often influential but seldom sufficient precursor to life satisfaction. That businesses have focused on individual choices, rather than social influences, is not merely a philosophical leaning of the private sector. Individualism has dominated collectivism in health care, health research, and health promotion sectors as well. For example, of the $36 billion approved this year to fund the National Institutes of Health, most goes to biomedicine and a paltry $11 million will be allocated to worksite health promotion. In spite of the training of public health professionals about the primacy of social determinants as a predictor of well-being, health education and behavior research over the past 2 decades has overwhelmingly "focused on individual interventions and interpersonal characteristics." 7 A recent example specific to stress management programs in the workplace comes from the study by Dale and colleagues who conducted a scoping review of more than 10 000 studies. They found 37 studies that met their eligibility criteria, including reported outcomes, and nearly all studies (33) were focused on individual-level strategies. Two studies addressed both individual-and companylevel strategies and only 2 studies focused on an organizational-level approach. 8 As a former instructor and health coach who taught stress management courses and who supported individuals in improving their health, I'm certainly all in on the merits of education and counseling. But I'm doubtful that the best laid smart goals will fundamentally alter the growing social isolation trends troubling our nation. One metaanalysis of risks relating to loneliness and living alone, with a data set of over 3 million people, found that social isolation had the mortality risk equivalency of obesity. 9 My coaching clients may be able to cognitively restructure their way out of some of the bite of discrimination, nevertheless, I'm also all in on better understanding and confronting root causes of loneliness like tribalism, stigma, and hate.
Getting Further Upstream on Causal Pathways
Depending on your "hood in New Orleans," your life expectancy can vary by as much as 25 years. 10 Certainly, crime and unemployment are crucial drivers of deaths from homicide or heart disease, but I also vividly recall the post Hurricane Katrina news coverage and the deep sense of disenfranchisement of those living in neighborhoods long left unattended by relief efforts. What separates poor neighborhoods that are resilient from poor neighborhoods that suffer? Many argue that it is the magnitude of discrimination experienced there. A study of racial attitudes in Detroit, for example, found a curvilinear relationship where perceptions of discrimination varied according to how racially mixed the neighborhood was. That is, perceived discrimination was lower in predominantly white or black neighborhoods and reached the highest levels in racially mixed neighborhoods. 11 As with understanding what impedes health, these authors note that zip codelevel analysis shows places where both blacks and whites have a deeper understanding of the "vicarious experience" of racial profiling, aggressive policing, or discriminatory housing. Simply put, if racism, or other socially isolating forms of discrimination, is out of sight, it's out of mind. Gladly, in the health promotion field, the conversation about how work environments and neighborhoods can affect wellbeing is well underway. Adding the influence of neighbors, though, will mean the conversation can't remain focused on food deserts, safe streets for walking, or limiting access to tobacco and e-cigarettes. We also need to discuss discriminatory issues like redlining, profiling, and hate speech.
Adding the influence of neighbors to the well-being causal pathways
The crude redlining practices of the past where real estate agents and mortgage lenders were caught steering blacks away from buying houses in white neighborhoods led to the Fair Housing Act of 1968. The drafters of that law likely did not foresee a time where big data and artificial intelligence would add an Orwellian spin to discrimination based on race, religion, and national origin. Such is, apparently, the case at Facebook where the Department of Housing and Urban development has charged the social media giant with sponsoring advertising that excludes these groups from seeing ads for properties in select neighborhoods. 12 The irony of a company with a mission of socially connecting us all while at the same time being complicit in socially isolating many does not come as a surprise given their equally disturbing role in enabling hate speech. Still, the monoliths of the private sector certainly do not have the corner on getting caught red-handed while redlining. America's universities, the usual bastions of liberalism, are struggling mightily with backlash from reverse discrimination poorly hidden under peeling layers of wellintended, decades-old affirmative action policies. This is perhaps less blatant than the practices of realtors who may think they are on the righteous side of what makes a good neighborhood; still, schools such as Harvard and Yale are caught defending their beliefs about inclusiveness and integration. Although many have remained steadfast about the righteousness of reversing years of unequal access to higher education, others ask whether compromising meritoriousness is the fair way to foster diversity.
Speaking of his experiences as a member of Columbia's Class of 1973, Julius Gonzalez from West Harlem, son of Cuban factory workers, said: "I think that's still an open question in some people's minds: Are you expected to stay with your ghetto identity and the world has to adapt to you? Or do you make a few adjustments and adapt more to the outside world?" 13 The one thing more difficult than answering that question on a personal level is for us to answer it collectively. It's fair to say that, in spite of the occasional instances of ostensibly "tailored approaches" offered in the health promotion field, our profession has mostly said, "Here are our educational offerings, it's up to you to adapt to what we have." Not to take our profession off the hook, but the same can be said for almost every other health, education, and commercial sector.
Neighborly Identity in All Policies
At the Health Enhancement Research Organization (HERO), where I work, we recently organized a summit for chief medical officers (CMOs) and chief health officers (CHOs) entitled The CMO/CHO's Role in Surveilling and Addressing Social Determinants of Mental and Emotional Health. The faculty shared the view that today's disenfranchised citizenry is caught up in a "social drift" where mental illnesses too often lead to a lowering of social standing which, in turn, leads to employment instability, and from there the social sequel devolve toward housing instability, food instability, and poverty. While this may present as social causes creating an economic spiral, the interaction of these social determinants with health are similarly adrift. Food insecurity spawns behavior-related problems for kids, job insecurity spurs chemical abuse in adults, and adherence to treatments and medications slides while health outcomes diminish. These recurrent and prevalent examples of how one problem leads to another makes the use of "determinism" an understandable term. It also explains why so many mental health advocates believe that all public policies are essentially mental health policies. Still, I was particularly taken by the point of view of our keynote speaker, Dr Michael Compton, a professor from Columbia University and coeditor of the book "Social Determinants of Mental Health."
14 He notes that the nature of mental health symptoms is partly responsible for this appearance of cause-and-effect between psychological coping and social events, but he emphasizes that it is our societal structure itself that detonates the avalanche. "Let's call mental health stigma what it really is," Compton says. "It is discrimination. Mental health problems lead to social isolation."
Historians have long been of the mind that cultures are a natural product of the tension between the advantages of assimilaƟon and the benefits of preserving differences.
You have likely heard the bromide that depression is the common cold of mental illness, yet, in spite of the commonality of the condition, this summit's faculty acknowledged that society is still a long distance away from authentically discussing psychiatric problems in a way that impels us toward shared solutions. I felt Compton came closest to illustrating what an open, accepting and neighborly approach to surfacing stigma and confronting discrimination would look like. In his keynote address, he asked the audience: "How is an infection in the leg a social disease?" His answer about the "causal chain" was closely aligned with the modified "Wadell pathway" model I offer in this article. Compton asked the audience to think about the child's incessant use of "why" questions during their curious, formative years, and he simply noted that we need to ask many more "why" questions if we are to reveal the causal chain between neighborhoods, work, health, and well-being. Compton rattled off questions like a rapper recites a riff: "Why is Jason in the hospital? Because he has a bad infection in his leg. Why does he have an infection? He has a cut on his leg and it got infected. Why does he have a cut on his leg? He was playing in a junk yard next to his apartment building and fell on some sharp, jagged steel there. Why was he playing in a junk yard? His neighborhood is run down, and kids play there with no one to supervise them. Why does he live in that neighborhood? His parents can't afford a nicer place to live. Why can't his parents afford a nicer place to live? His dad is unemployed and his mom is sick. Why is his dad unemployed? Because he doesn't have much education and he can't find a job. Why . . . ?" 15 I had no doubt that Compton was conceptually grounded in the veracity of such causal pathways, but it was during the audience question and answer period that I realized how literally grounded Compton is in these truths. What, I asked, will Compton's next book chapter cover? This practicing psychiatrist's answer? Food and gardening.
Food Insecurity, Meet Social Insecurity
Describing the pathway from community gardening to suicide ideation in adolescents flowed as naturally from Compton as would explaining the connection between hand washing and colds from an infectious disease specialist. Compton described his recent qualitative study of African Americans using public sector mental health services and the natural ties between communal kitchens, eating meals with family and friends, and successful coping. Compton shared his personal interest in gardening and community gardening policies and discussed the results from his interviews with those experiencing high levels of food insecurity. It is no coincidence, in Compton's experience, that these are the same people living with serious mental illness. As with Compton's riff about the social pathway to a leg infection, the topic of food insecurity, particularly relating to access to healthy foods, sends him down a path where "food swamps" lead to diminished social skills which lead to impaired academic performance which leads to poorer mental health status. It is a path that affects wellbeing for most and, for many, leads directly to depression and generalized anxiety disorders. Compton's interest in growing vegetables is also not far removed from his studies of the "food insecurity-obesity paradox." It is the paradox that lives in neighborhoods where finding "real food" such as plantbased dishes is even more unlikely than having predictable access to enough food. Women and children, in particularly, end up eating energy-dense but nutritionally feeble meals if and when they can afford them.
In this issue of this journal, Sara Johnson, coeditor of the "Art of Health Promotion" (TAHP) section, writes about our guts, our "masterful microbes" and the growing literature showing us the keen connections between foods, moods, and our overall quality of life. Like their investments in affordable housing, health systems are increasingly making the links between their patients' lives in poor communities and the resurgence Johnson writes about regarding food as medicine. Johnson's article enthuses about the "unlimited ways in which it (healthy food) can positively influence the health and wellbeing of all involved and advance our understanding of the influence of diet on genetic expression." 16 A great example comes from Hess and colleagues, also in this issue's TAHP, who detail the collaboration between Geisinger Health System and the Central Pennsylvania Food Bank and their joint efforts to reduce diabetes rates by opening their "Fresh Food Farmacy." 17 Geisinger seems intent on bearing some of the burden that neighborhoods feel when disenfranchisement, disease, and underemployment comingle. The deep economic depression in central Pennsylvania has taken a physical toll given that one in 10 neighbors is living with diabetes.
18 And Compton's research suggests that social drift is equally apt to take a mental health toll. Like select New Orleanians, the consequence for those living in certain Pennsylvania zip codes will be felt by way of the most basic measure: life expectancy. Andre Perry, a fellow at the Brookings Institute, captures the challenge and opportunity well when he writes: "Residents of entire neighborhoods are not genetically disposed to live shorter lives. In fact, the most insidious dynamic about assuming that individuals are the only source of their shorter life outcomes is the abdication of our collective responsibility to be good neighbors. Strong public policy focused on our collective well-being provides a suitable antidote to self-centered blaming and new age redlining." 10 As has been detailed on these pages in previous editorials, food access problems are perplexing when 133 billion pounds of food goes uneaten each year. At the global level, 800 million people going hungry is difficult to fathom when considering that 650 million people are obese. Add to this the finding that 15% of global warming is due to agricultural food processing and large animal feedlots, and it is clear that our challenge as health professionals needs to address health policies as effectively as health practices. As much as I am enthused by the surprisingly rapid, recent increase in interest in social determinants in health promotion, I fear that practical action will get mired in the complexity and multifactorial reality of these numerous and daunting social forces. But when considering the approachability of our neighborhoods and our workplaces, it seems that these are the big umbrellas under which each of these other social influencers could flourish or flounder. Health-care leaders and private companies alike are coming to understand that the social and physical environments they offer at work, as well as the neighborhoods employees return to, are the drivers that foster well-being. Where the pathways connecting social problems with health burdens seem inexorable, the remedy on its face feels profoundly attainable. After all, food, social support, and basic neighborliness in America are altogether abundant. So why is access inequitable? Like an insistent child, we need to keep asking over and over, "Why?" 
